| ATLAS OF 
PATHOLOGICAL ANATOMY 


ISSUED UNDER THE DIRECTION OF THE EDITORIAL COMMITTEE OF 


The British Journal of Surgery. 


FASCICULUS VII. 

DISEASES OF THE THYROID GLAND. 

DISEASES OF THE MOUTH, PHARYNX, 

AND (CSOPHAGUS. 
Compiled by E. K. MARTIN, M.S., F.R.C.S. 


. 
i 
aa 
iW 
‘ 
| 
| 
| 
q 
il 
| a 
i jj 
: 


CONTENTS 


EXOPHTHALMIC GOITRE - - - - - - - 97 


The thyroid and thymus glands together with the larynx and a part of the trachea p. 98 
Microscopical section p. 99 


CHRONIC THYROIDITIS - - - - - - - 100 


Curonic (RIEDEL’s DISEASE) - - - - - 101 


The cut surface of part of a thyroid gland drawn from behind (coloured) p, 102 
Microscopical section p. 103 


CHRONIC THYROIDITIS (RIEDEL’s DISEASE) - - - 104 
A thyroid gland, part of which has been removed (coloured) p. 105 


MALIGNANT DISEASE OF THE THYROID GLAND - - ‘ - - 106 


CARCINOMA OF THYROID - - 107 
The right lobe of a thyroid gland in section (coloured) p. 107 
Microscopical section of primary growth p. 108 
“Microscopical section of secondary growth in lung p. 109 


CARCINOMA OF THYROID (LOCAL RECURRENCE) - - - - 110 
The anterior half of a coronal section through the neck p. 111 


CARCINOMA OF THYROID (SECONDARY GROWTH IN BONE) - . - 112 
Portions of two lumbar vertebre in sagittal section (coloured) p. 112 
Microscopical section p. 113 


CARCINOMA OF THYROID - - - - - 114 
A larynx and trachea with a portion of the thyroid gland drawn from the front (coloured) 
p. 114 
CARCINOMA OF THYROID (SECONDARY GROWTH IN SKULL) - - - - 115 


Part of the left side of a skull (coloured) p, 115 


PROLIFERATING ADENOMA OF THYROID (TYPE LANGHANS) - . 116 
The right lobe of a thyroid gland (coloured) p. 117 


CARCINOMA OF THYROID - - - - - 118 


One half of a vertical section through the right lobe of the thyroid gland and the trachea 
(coloured) p. 119 


Microscopical section p. 120 


INFLAMMATION, LEUCOPLAKIA, AND ULCERATION OF THE TONGUE : - 121 


AcUTE PARENCHYMATOUS GLOssITIS (ABSCESS OF TONGUE) - - - - 122 


A tongue with the larynx and pharynx. The pharynx has been opened from the back 
(coloured) p. 123 


TUBERCULOSIS AND SYPHILIS OF THE TONGUE ~~ - - - - - 124 


TUBERCULOUS ULCER OF TONGUE - - - - - - - 125 
A tongue drawn from the dorsum (coloured) p. 125 


SmmpLeE TUMOURS OF THE TONGUE - - - - - - 126 


H.£ZMANGIOMA OF TONGUE - - ° 
The right half of a tongue p. 127 


The British Journal of Surgery Supplement 


PAGE 


PAGE 


ANGIOMA OF TONGUE - - - - - - - - 128 


Tongue removed by operation. The substance is formed by a spongy mass of dilated 
blood-channels p. 128 


ENDOTHELIOMA OF TONGUE - - - - - - - - 129 q 
The right half of a tongue p. 129 

PERITHELIOMA OF TONGUE - - - - - - - 130 q 
Part of a tongue divided by longitudinal section p. 130 q 

PAPILLOMA OF TONGUE - - - - - - - - - 1381 ] 
The right half of a tongue p. 131 q 

THYROGLOSSAL Cyst OF TONGUE - - - - ‘ - - 1382 q 
The tongue of a child divided by sagittal section p. 132 

MALIGNANT TUMOURS OF THE TONGUE AND MOUTH - - - - - 183 | 

CARCINOMA OF TONGUE - - - - - - - - 134 


One half of a tongue which has been divided by sagittal ovttoin (coloured) p. 134 


PAPILLOMA AND CARCINOMA OF TONGUE - - - - - - 185 ; 
A tongue drawn from the dorsal aspect (coloured) p. 135 it 


A horizontal section of tongue below the dorsum (coloured) p. 137 


CARCINOMA OF TONGUE - - - - - - - - 138 
A tongue drawn from the dorsal aspect and in section (culoured) p. 139 


CARCINOMA OF TONGUE - - - ‘ 140 
A tongue removed by operation at the level of the hyoid shania p. 140 


CARCINOMA OF TONGUE - - - 142 
One half of a tongue divided ee lon, itudinal section with the submaxillary lymphatic and 
salivary glands of the same side (coloured) p. 143 1 
CARCINOMA OF GUM - - 144 


The right half of an edentulous mandible with a small portion of the cheek and the sub- 
maxillary salivary gland (coloured) p. 144 _ 


PAPILLOMA AND CARCINOMA OF TONGUE - - - - - . 145 
The left half of a tongue (coloured) p. 145 } 


CARCINOMA OF oF MoutTH - - - - - - 146 


Anterior one-third of a tongue with the mucous membrane of the floor of the mouth and 
the alveolar margin of the mandible (coloured) p. 146 


CARCINOMA OF FLOOR OF MOUTH - - - - 147 
The left alveolar margin and part of the right side of a mandible with the left half of the 
floor of the mouth and the left half of the anterior two-thirds of the tongue (coloured) 
p. 147 
CARCINOMA OF LIP - - - - - 148 
The lower lip and the left extremity of the upper lip with its surrounding skin (coloured) 
p. 149 


DIVERTICULUM OF THE PHARYNX - - - - 


DIVERTICULUM OF PHARYNX - - - - - - - 151 
The viscera of the neck in sagittal section from above (coloured) p. 151 
The same from outside (coloured) p. 152 i 
The same in section (coloured) p. 153 


DIVERTICULUM OF PHARYNX - - - - - - - 154 
Parts of the pharynx and cesophagus with the larynx and the upper portion of the trachea i 
p. 155 


iii Atlas of Pathological Anatomy 


| 
: 


MALIGNANT TUMOURS OF THE PHARYNX - - - - - , 156 


CARCINOMA OF HyPOPHARYNX - - - - - 
The viscera of a neck in longitudinal section, from outside (coloured) p. 158 
The same in section (coloured) p. 159 


CARCINOMA OF SINUS PyRIFORMIS - - - - - - 160 
A pharynx. larynx, and base of tongue (coloured) p. 161 

CARCINOMA OF ARY-EPIGLOTTIC FOLD - - - - - - - 162 
A pharynx with the tongue and larynx (coloured) p. 163 

SARCOMA OF PHARYNX - - - - - 164 
A pharynx with the larynx and base of the tongue, opened from behind (coloured) p. 165 

DIVERTICULUM OF THE CEsopHAGUS (TRACTION DIVERTICULUM) - - - 166 

DIVERTICULUM OF CESOPHAGUS - - = - - z - 166 
An esophagus with the larynx, trachea, and part of the right lung p. 167 

DIVERTICULUM OF (ESOPHAGUS - - - - — 
Part of an cesophagus with the bifurcation of the trachea p. 168 

CONGENITAL MALFORMATIONS OF THE (ESOPHAGUS - - - 169 

CONGENITAL ATRESIA OF (EsoPpHAGUS (TRACHEO-GESOPHAGEAL FISTULA) - - 170 


The tongue, larynx, cesophagus, trachea, and stomach of an infant (coloured) p. 170 


CONGENITAL STRICTURE OF (ESOPHAGUS - - - - - 171 


» A larynx and trachea with the lower part of the pharynx and the corresponding portion 
of the cesophagus p. 171 


The lower part of an wsophagus opened out with a portion of the cardiac end of the 

somalia, parts of the right lung, trachea, and aorta (coloured) p. 174 

TUMOURS OF THE CESOPHAGUS - - - - 175 

BRANCHIAL - - - - - - 176 
The viscera of a neck with the pharynx and esophagus opened from behind p. 176 

FIBROMYOMA OF CESOPHAGUS- - - - - - - 
The viscera of aneck, The pharynx and cesophagus have been opened from behind p. 177 

CARCINOMA OF THE (ESOPHAGUS) - - - - - 178 

CARCINOMA OF CESOPHAGUS - - - - - - - - 179 
A pharynx and esophagus with the tongue, larynx, and trachea (coloured) p. 179 

CARCINOMA OF CESOPHAGUS - - 180 
Four sections of an cesophagus, trachea, thyroid, and surrounding tissues (coloured) p. 181 

CARCINOMA OF CESOPHAGUS (PERFORATING TRACHEA) As - - - 182 
The upper third of an cesophagus with the larynx and trachea (coloured) p. 183 

CARCINOMA OF (ESOPHAGUS (PERFORATING TRACHEA) - - - - 184 
An esophagus with the larynx and trachea (coloured) p, 185 

CARCINOMA OF CESOPHAGUS - - 186 
Part of an cesophagus with the lower end of the trachea and the arch of the aorta (coloured) 

p. 187 
CARCINOMA OF (EsoPpHAGUS (PERFORATING AORTA) - - - - 188 


Part of an cesophagus with the bifurcation of the trachea, the arch and part of the descend- 
ing aorta (coloured) p. 189 
CARCINOMA OF (ESOPHAGUS (PERFORATING BRONCHUS) = - - - 190 
An esophagus with the tongue, larynx, and trachea (coloured) p, 191 
Back view (coloured) p. 192 


The British Journal of Surgery Supplement iv 


SUPPLEMENT TO 
THE BRITISH JOURNAL OF SURGERY 


ATLAS OF PATHOLOGICAL ANATOMY 
Compre sy E. K. MARTIN, MS., F.R.CS. 


NUMBER 25 


: 
q 
i 
i 
i 
/ 
i it 
| 
‘ 
A 
i 
| 
i 


CONTENTS 


EXOPHTHALMIC GOITRE 


Curonic THYROIDITIS - 


Curonic THyRoIpiITIs (RIEDEL’s DISEASE) - 


Curonic THyrorpiTis (RIEDEL’s DISEASE) - 
MALIGNANT DISEASE OF THE THYROID GLAND 
CARCINOMA OF THYROID 

CARCINOMA OF THyrROID (LocAL RECURRENCE) 
CARCINOMA OF THYROID (SECONDARY GROWTH IN BONE) 
CARCINOMA OF THYROID 

CARCINOMA OF THYROID (SECONDARY GROWTH IN SKULL) 
PROLIFERATING ADENOMA OF THYROID (TyPE LANGHANS) 


CARCINOMA OF THYROID 


PAGE 
: - 101 
- - - 104 
- 106 
- 107 
110 
- - 112 
- - 114 
- - - 115 
- - - 116 
- - - - 118 


EXOPHTHALMIC GOITRE. 


The thyroid and thymus glands together with the larynx and a part of 
the trachea. 


The thyroid gland is uniformly enlarged and its consistence is firm. 
The cut surface of the right lobe shows a solid, fleshy structure. The vessels 
are enlarged. The enlarged thymus gland is 10 cm. long. 

Museum of University College Hospital, 5.D.3 


CuinicaL History.—The patient was a single nursemaid, aged 22, in 
whose family history there is no mention of goitre. Her illness began with 
palpitation two months before admission to hospital. For six weeks there 
had been swelling of the neck and prominence of the eyes. 

On examination there was bilateral exophthalmos, the left eye being 
much more prominent than the right. The thyroid was enlarged and pulsated 
visibly. There was no enlargement of the lymph glands of the neck, but 
the tonsils were swollen.. Her hands were tremulous. The pulse-rate was 
130 on admission and rose to 210 before death. The heart was not enlarged. 
There was an irregular fever rising to 103° and severe headache. Vomiting 
began soon after admission and remained a constant feature until her death 
four months after the onset of the illness. Shortly before death there was 
slight cedema of the legs. The urine was normal. 


Avutopsy.—Apart from the enlargement of the thyroid and thymus no 
special changes are noted in the organs. 
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EXOPHTHALMIC GOITRE. 


Museum OF UNiversiTy COLLEGE Hospitat, 5.0.3 
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EXOPHTHALMIC GOITRE. 


Museum oF UNIvERSITy COLLEGE HospiTAt, 5.D.3 


Microscoric StructurE.—The alveoli of the thyroid are irregular in 
size and shape. They are lined by a columnar epithelium which, at many. 
points, has proliferated so as to fill the whole or part of the alveoli. There 
is little colloid. The thymus retains its normal structure. 
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XXIX. CHRONIC THYROIDITIS. 


Riedel’s Disease (Lymphadenoid Goitre ; Woody Thyroid).—In this rare 
disease, which affects both sexes, the whole or part of the thyroid becomes 
converted into a smooth hard mass which retains the shape of the gland 
with a varying increase in bulk. A preliminary enlargement may be followed 
by shrinking later. The shrinking is due to fibrosis within the gland, and 
by extension of the fibrotic process the thyroid may become fixed to other 
structures of the neck, trachea, carotid sheath, etc., but usually remains 
free from the skin. The disease may end in death by suffocation. To the 
~naked eye the cut surface of the gland is smooth, white or buff-coloured, 
and opaque. Microscopically, the normal colloid vesicles are obscured by a 
diffuse round-celled infiltration in which many lymph follicles are formed. 
In the later stages there is fibrosis with compensatory overgrowth of 
undamaged areas of thyroid tissue. The extracapsular extension of the 
disease takes the form of invasion of the cellular tissue of the neck by a 
dense fibrous tissue infiltrated with round cells. 

Tuberculosis.—Miliary tubercles may appear in the thyroid during the 
terminal phase of generalized tuberculosis. Nodular tuberculosis is a rare 
disease which owes its importance chiefly to the clinical resemblance which 
it may bear to malignant disease in the early stage, when the nodules are 
hard and fixed by inflammatory infiltration. In the stage of caseation or 
in the presence of sinuses the diagnosis is no longer liable to confusion. 

Syphilis—Gumma of the thyroid gland is very rare. It affects goitrous 
rather than normal thyroids, and in some cases appears to have arisen as 
an extension of perichondritis of the thyroid cartilage. 
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CHRONIC THYROIDITIS. 


(RIEDEL’s DISEASE.) 


The cut surface of part of a thyroid gland drawn from behind. 


The whole gland is enlarged, the left lobe more than the right, and has 
a yellowish white, fleshy appearance. The external surface is slightly nodular, 
and on the cut surface there is a faint network of fibrous tissue corresponding 
to the divisions between the nodules. The capsule has a few filmy adhesions 


on its surface. 
Museum of University College Hospital, 676/29 


CiinicaL History.—The patient was a calm housewife, aged 45, who 
complained of swelling of the neck, shortness of breath, and cough. The 
swelling had been present for three years and was growing rapidly. 

On examination there was a nodular enlargement of the whole thyroid 
which extended down behind the sternum and had pushed both carotids back 
| as far as the posterior borders of the sternomastoid muscles. The thyroid 
| was not fixed to surrounding structures. The lymph glands of the neck were 
not enlarged. There was stridor but no toxic symptoms. 

X-ray showed bilateral compression of the trachea. 

The greater part of the thyroid was removed by operation, and con- 
valescence was uneventful. 
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CHRONIC THYROIDITIS. 


(RIEDEL’s DISEASE.) 


Museum oF University CoLLeGe Hospitat, 676/29 
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CHRONIC THYROIDITIS. 


(RIEDEL’s DISEASE.) 


~ 
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Museum OF UNIVERSITY COLLEGE HospPiTAL, 676/29 


Microscopic StructuRE.—The thyroid vesicles are greatly reduced in 
numbers, small, and contain little colloid. The greater part of the section is 
made up of masses of lymphoid tissue between which are thick strands of 
fibrous tissue. 


103 Atlas of Pathological Anatomy 


} 
a 
4 
4 
x 130 


CHRONIC THYROIDITIS. 


(RreEDEL’s DIsEAsE.) 
A thyroid gland, part of which has been removed. 


The thyroid is uniformly enlarged to a moderate degree and the vessels 
beneath its capsule are small and few. The cut surface is pale and fibrous. 


Museum of the College of Medicine, University of Durham, Newcasile-upon-Tyne, 540/1 


Microscopic SrrucTuRE.—There is considerable atrophy of the thyroid 
vesicles, accompanied by fibrosis and extensive infiltration by mononuclear 
and lymphoid cells. 

CiintcaL History.—The patient was a woman, aged 58, who was 
admitted to hospital suffering from an enlarged thyroid gland and dyspnoea. 
Four years before she had noticed a swelling which was at times painful. 
Eighteen months before she began to have difficulty in breathing, and this 
had increased with the enlargement of the thyroid. At times her voice 
became husky, and occasionally it failed. There was no difficulty in swallow- 
ing. Her memory had become very bad. 

On examination there was slight myxoedema. The thyroid was uniformly 
enlarged, but moved freely on swallowing. It was hard, and in places stony 
hard. There was slight dyspnoea and huskiness of the voice, but no evidence 
of pressure on vessels. No glandular enlargement or spread into the medi- 
astinum. 

At operation the whole gland was removed. Thyroid was administered 
for a time, but the dose was gradually diminished, and it was discontinued 
about six months after operation without detriment. She was then in good 
health apart from her slight myxoedema. 


(A. F. Bernard Shaw and R. P. Smith, British Journal of Surgery, 
1925, xiii, 99.) 
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CHRONIC THYROIDITIS. 


(RIEDEL’s DISEASE.) 


Museum OF THE COLLEGE OF MEDICINE, UNIVERSITY OF DURHAM, NEWCASTLE-UPON-TYNE, 540/1 
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XXX. MALIGNANT DISEASE OF THE THYROID GLAND. 


ALIGNANT tumours of the thyroid may, but do not often, grow in a 
previously healthy gland. They commonly arise in a nodular goitre of 
some standing. The disease is about twice as common in women as in men. 
While a malignant tumour is still confined within the capsule of the thyroid 
the only special signs which can be attributed to its malignant nature are 
rapid growth and increasing hardness. As soon as it penetrates the capsule, a 
third sign is added—loss of mobility. This is usually produced by fixation 
to the trachea. If the growth lies at the back of the gland, recurrent laryn- 
geal paralysis is added to the early signs. As soon as the tumour has grown 
definitely beyond the capsule of the thyroid, its rapid increase in size and 
progressive attachment to the other structures of the neck make the diagnosis 
obvious. Secondary deposits are carried by the lymphatics to the glands of 
the jugular chain and posterior triangle and to the thymus. More distant 
metastases show a definite preference for bones. 

While the different histological types of malignant goitre cannot accur- 
ately be correlated with thcir clinical signs, a broad generalization may be 
made that the more closely a tumour resembles a simple goitre in its micro- 
scopic appearance, the less malignant will it be. Among metastasizing 
neoplasms of slow growth are the malignant colloid goitre, in which both 
primary and secondary tumours resemble a simple colloid goitre, the pro- 
liferating adenoma (Langhans), and the papilliferous cystic adenoma. All 
these are rare. Ordinary spheroidal or cubical-celled carcinoma is the usual 
form of malignant disease of the thyroid, and presents no special differences 
from similar growths in other glands. Sarcoma cannot, with certainty, be 
differentiated from carcinoma in the thyroid, on account of the constancy 
with which masses of proliferating epithelium are mixed with the proliferating 
connective-tissue elements. 

Secondary carcinoma is rarely found in the thyroid except in the case 
of direct extension from a primary growth of the cervical oesophagus. This 
appears first as an indefinite induration of the back of one lobe and spreads 
forwards until it has involved a large part of the gland. Its appearance in 
the thyroid often precedes that of a clinically recognizable stricture of the 
cesophagus. 
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CARCINOMA OF THYROID. 


The right lobe of a thyroid gland in section. 


In its lower part is an encapsuled adenoma containing a slit-like cyst. 
Above and to the right of this is a crescentic, yellowish-white carcinoma, the 
surface of which is depressed below the general level of the section by con- 
traction of its fibrous stroma. A layer of compressed thyroid tissue surrounds 


the whole. 
Museum of University College Hospital, 13.D.5 


CuinicaL History.—The patient was a man, aged 59, who had noticed 
a painful lump on the right side of his neck for eleven days. He had slight 
difficulty in swallowing. In the right lobe of the thyroid was a hard, tender 
mass fixed to the trachea, which was pushed slightly to the left. The vocal 
cords were normal. Soft enlarged glands were present on both sides of the 
neck. 

Operation: right hemithyroidectomy. The wall of the pharynx was 
infiltrated by growth, and lymphatic vessels distended with growth were 
seen running to the glands on the internal jugular vein. 

One month after operation there was a large mass in the neck producing 
symptoms of pressure on trachea, recurrent laryngeal nerve, and cesophagus. 
Death occurred from asphyxia two months after the onset of the disease. 


Avutopsy.—Secondary deposits in the lungs, pleura, and vertebral column. 
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CARCINOMA OF THYROID. 


(PRIMARY GROWTH.) 


Museum OF University HospitAt, 13.0.5 
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CARCINOMA OF THYROID. 


(SEconDARY GROWTH IN LUNG.) 


Museum OF UNivEerRsity CoLLeGe HospitaAt, 13.D.5 
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CARCINOMA OF THYROID. 


(Loca RECURRENCE.) 


The anterior half of a coronal section through the neck. 


To the right of the trachea the neck is distended by a mass of growth 
with hemorrhage in its centre. The growth has invaded the larynx above 
and below the thyroid cartilage and is fungating through the scar of operation. 


Museum of University College Hospital, 18.D.6 
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CARCINOMA OF THYROID. 


(LocaL RECURRENCE.) 


MARWELL 


Museum OF UNIVERSITY COLLEGE HospiTAL, 13.D.6 
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CARCINOMA OF THYROID. 


(SECONDARY GROWTH IN BONE.) 


Portions of two lumbar vertebre in sagittal section. 


On the antero-lateral surface of the body of the upper vertebra is a 
nodular mass of growth, which had infiltrated the bone as far back as the 
spinal canal. 


Museum of University College Hospital, 13.D.7 
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CARCINOMA OF THYROID. 


(SECONDARY GROWTH IN BONE.) 
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Museum OF University Hospitat, 13.D.7 
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CARCINOMA OF THYROID. 


A larynx and trachea with a portion of the thyroid gland drawn from 
the front. 

The right lobe of the thyroid has been divided by coronal section. It 
contains several colloid nodules. On its tracheal aspect is a white growth 
which is hard and depressed below the surface of the section. 


Museum of the College of Medicine, University of Durham, Newcastle-upon-Tyne, C.4719 


Microscopic STRUCTURE.—Carcinoma. 


No clinical history. 
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CARCINOMA OF THYROID. 


(SECONDARY GROWTH IN SKULL.) 


Part of the left side of a skull. 


Above and behind the mastoid process is a tumour which projects above 
the surface and has broken through the expanded bone in the centre. 

The section shows that the whole thickness of the skull has been 
destroyed, and that the growth has displaced but has not penetrated 
the dura. 


Museum of the College of Medicine, University of Durham, Newcastle-upon-Tyne, C.4719 
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PROLIFERATING ADENOMA OF THYROID. 


(Type LANGHANS.) 
The right lobe of a thyroid gland. 


The outer surface is nodular and is surrounded by a fibrous capsule. 
_ The section shows a solid, yellowish-white, and vascular growth. 
Museum of University College Hospital, 9.D.3 


Microscopic StructurRE.—The alveoli are densely packed with epithe- 
lial cells. Here and there is a colloid vesicle. There is a well-defined capsule. 


CiinicAL History.—The patient was a man, aged 52, who had had a 
swelling of the neck for 15 years without any symptoms. 

On examination there was a large, collar-like mass in the position of 
the thyroid. It was hard, solid, and well defined. The lymph glands were 
not enlarged. 

The mass was removed by cperation, at which the left lobe of the 
thyroid was found to be normal. The patient remained free from recurrence 
for eleven months, but died of a ‘throat complaint’ seven years after operation. 
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PROLIFERATING ADENOMA OF THYROID. 


(Type LanGuans.) 


Museum OF University CoLLece Hospitat, 9.0.3 
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CARCINOMA OF THYROID. 


One half of a vertical section through the right lobe of the thyroid gland 
and the trachea. 


The thyroid is enlarged by a carcinoma which is encapsuled except where 
it is invading the trachea. The growth is of an opaque white colour and is 
degenerating in its central and lower parts. 

The trachea is curved round the tumour and is narrowed in its antero- 
posterior diameter, but the mucous membrane is intact. 


Hunterian Museum, R.C.S., 7224.1 


CiinicaL History.—The patient was a woman, aged 58. Two years 


before her death her voice became altered and a swelling appeared in the 
neck. 
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CARCINOMA OF THYROID. 


HuNTERIAN Museum, R.C.S., 7224.1 
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CARCINOMA OF THYROID. 


ose 


HuNTERIAN Museum, R.C.S., 7224.1. 


Microscopic STRUCTURE.—The growth is a spheroidal-celled carcinoma 
which is made up of narrow strands of epithelial cells lying in a fibrous 
stroma. 
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XXXI. INFLAMMATION, LEUCOPLAKIA, AND ULCERATION OF - 
THE TONGUE. 


Inflammation.—The tongue readily becomes cedematous as a consequence .: 
of any inflammatory condition within the mouth, whether this be general ‘ 


as in mercurial stomatitis, or local as in ulceration of the gum around a tooth 
with infected socket. | 

Acute superficial glossitis is caused by scalding or caustic fluids, o or occurs 
as part of a general stomatitis, e.g., mercurial. 

Acute deep (parenchymatous) glossitis is associated with oral sepsis, and ; 
may occasionally be started by a penetrating wound. The tongue is swollen 7. 
by oedema and may develop one or more abscesses. ; q : 


Chronic Superficial Glossitis: Leucoplakia.—Chronic superficial glossitis : 
is a common disease caused by irritants of low intensity acting over a long | a 
period of time. The chief of these are septic teeth and syphilis, with tobacco 
and alcohol as adjuvants. In the usual form the papille disappear from 
irregular areas of the mucous membrane and a thin, shiny, red epithelium 
remains. This becomes horny and sodden, and forms smooth, white patches. 
The condition is then known as leucoplakia. Beneath the epithelium there 
is a round-celled infiltration of the mucous membrane with development of 
sear tissue which contracts to form fissures on the surface of the tongue. 
Ulceration occurs both in the patches of atrophic epithelium and at the 
bottom of the fissures. 

Less commonly chronic superficial glossitis assumes an hypertrophic form 
with overgrowth of the filiform papillae and thickening of the epithelium. 
The long papille are blackened by bacteria (hairy tongue, nigrities) or form 
warty patches on the dorsum. 

Leucoplakia is seen not only on the tongue but also on the mucous mem- 
brane of the cheek and lips. On the cheek it appears as a strip running . 
backwards from the angle of the mouth corresponding to the area in -. 
contact with the teeth. eg 

The chief practical importance of chronic superficial glossitis lies in its 
tendency to be followed by carcinoma, which may arise in a smooth or warty 
patch or in an ulcer or fissure. 

Erythema migrans (geographical tongue) is a form of chronic superficial 
glossitis which occurs in young children of poor health. The lesion consists ig 
in atrophy of the filiform papillae and their replacement by a thin, smooth _ 
layer of epithelium. The process starts simultaneously at several points and ig 
spreads centrifugally, so that the circular, red areas first produced ultimately _ 
coalesce to form an irregular pattern on the dorsum of the tongue. . 


Ulcers.—Traumatic ulcers are usually due to the sharp edges of cavities 
in carious teeth, and hence are situated on the edge of the tongue immediately 
opposite their obvious cause. They may also result from the pressure of 
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ill-fitting or rough dentures. In children with whooping-cough the frenum 
may become ulcerated by constant jerking against the lower incisors. 

Ulcers in chronic superficial glossitis have already been mentioned. Indu- 
ration of the edge of such an ulcer should always arouse the suspicion of 
carcinoma. 

Dyspeptic ulcers are small, circular, punched-out ulcers occurring in 
groups near the tip of the tongue. 

Herpetic ulcers result from infection of the vesicles in herpes of that part 
of the fifth nerve which supplies the tongue. 

Ulceration of the tongue also occurs in mercurial stomatitis. 


ACUTE PARENCHYMATOUS GLOSSITIS. 


(ABscEss OF TONGUE.) 


A tongue with the larynx and pharynx. The pharynx has been opened 
from the back. 

The tongue is enlarged by inflammatory exudate. There are abscess 
cavities at the tip and at the base. Laryngotomy has been performed. 


Museum of University College Hospital, 2.A.G.1 


CiinicaL History.—The patient was a man, aged 28. He was admitted 
to hospital in a state of respiratory distress with a greatly swollen tongue. 
There was a triangular laceration on the under surface of the tip of the 
tongue. This laceration was grey and septic in appearance and extended in 
the substance of the tongue to within a short distance of the dorsum. At 
' the root of the tongue was an abscess cavity filled with necrotic fluid. There 

was no recent inflammation of the glands of the neck. He died shortly after 
laryngotomy had been performed. ' 


Autopsy.—Septic broncho-pneumonia, 
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ACUTE PARENCHYMATOUS GLOSSITIS. 


(ABSCESS OF TONGUE.) 


Museum OF UNIVERSITY COLLEGE HosPiTAL, 2.A.G 1 a 
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XXXII. TUBERCULOSIS AND SYPHILIS OF THE TONGUE. 


Tuberculosis.—Tuberculosis of the tongue is probably always secondary 
to tuberculosis of the lung, and arises through inoculation of some chance 
abrasion of the mucous membrane by tuberculous sputum. The character- 
istic lesion is a shallow ulcer, near the tip, with sharply-defined edges which 

. are neither raised nor indurated, and a floor formed of smooth, pale granula- 
tion tissue. This appearance is, however, so frequently dominated by the 
results of secondary septic infection introduced from the mouth that the 
clinical picture of tuberculosis of the tongue is one of great variety. 


Syphilis.—The primary sore is occasionally seen on the tongue, and may 
appear as a hard chancre or an ulcer. The submaxillary and submental 
lymphatic glands are enlarged. In the secondary stage mucous tubercles are 
common and are liable to become ulcerated. In the tertiary stage chronic 
superficial glossitis occurs and the surface of the tongue becomes disfigured 
by multiple fissures in which ulceration is common. Gummata are also 
formed, both on the surface and in the substance of the tongue. Superficial 
gummata are usually multiple and affect chiefly the dorsum. They have not 
the characteristic relation to a source of irritation of the simple, traumatic 
ulcer. Gummata tend to soften and discharge on the surface of the mucous 
membrane, leaving a deeply excavated ulcer. 
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TUBERCULOUS ULCER OF TONGUE. 


A tongue drawn from the dorsum. 


There is an extensive ulcer in the right half of the dorsum of the tongue, 
passing round beneath the tip to the left margin. The edges are not raised 
and the floor is formed by granulation tissue. There is no leukoplakia. The 
posterior part of the main ulcer is deeply fissured. 

Museum of University College Hospital, 5.A.G.2 


Microscopic StRUCTURE.—Tubercle. 


CiinicaL History.—The patient was a man, aged 54, who suffered from 
advanced pulmonary tuberculosis. He had had a painful tongue for two 
years. The tongue was enlarged, oedematous, infiltrated at the sides, and 
ulcerated. There were extensive lesions of both lungs and the sputum con- 
tained tubercle bacilli. The average temperature was 99° to 102°. He died 
shortly after admission to hospital. 


Avutopsy.—Extensive pleural adhesions. The upper lobe of the left lung 
was converted into a thin-walled, irregular cavity, with caseous material in 
its walls. The lower lobes of both lungs contained closely-packed groups of 
miliary tubercles without any chronic focus. The right ary-epiglottic fold 
was oedematous. The trachea was normal. There were tuberculous lesions 
in the small intestine, appendix, and kidneys. 
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XXXII. SIMPLE TUMOURS OF THE TONGUE. 


Hemangioma.—Nevus of the tongue is not uncommon, and is usually 
“of the cavernous variety. Unless large it seldom causes pain or hemorrhage 
before middle age. 


Lymphangioma.—Dilatation and overgrowth of the lymphatic tissues of 
the tongue is the usual cause of congenital enlargement. of the tongue (macro- 
glossia). The dilated lymphatics form spaces in the substance of the tongue 
and appear on the surface as small vesicles which discharge clear fluid. 


Papilloma may occur as a pedunculated tumour on an otherwise normal 
tongue or may take the form of a warty patch in chronic superficial glossitis. 
It has a strong tendency to malignant degeneration. 

No other simple tumour is at all common in the tongue. 
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HAEMANGIOMA OF TONGUE. 


The right half of a tongue. 


forms a considerable projection on the dorsum and along the right margin. 
The groove behind the tumour was made by a ligature. 


| 

The anterior two-thirds of the tongue is occupied by an angioma which i 
| 

Hunterian Museum, R.C.S., 1484.1 


CuinicaL History.—The patient was a man, aged 46, who had had the 
condition since birth. It only began to cause inconvenience nine weeks before " 
it was removed by operation. 
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ANGIOMA OF TONGUE. 


The papillae are very prominent. The substance of the tongue is formed 
by a spongy mass of dilated blood-channels. 
Hunterian Museum, R.C.S., 1435.1 


Microscopic STRUCTURE.—The tumour consists of anastomosing channels 
lined by endothelium and distended with blood. They lie among the connec- 
tive and muscular tissues of the tongue. 


CirnicaL History.—The patient was a girl, aged 16, who was otherwise 
healthy. The swelling of the tongue was noticed at 3 years, but gave no 
trouble until three weeks before admission to hospital. She then became 
anemic, sleepless and feverish, and the tongue increased greatly in size, so as 
to protrude for 4 in. from the mouth. Over the anterior part the epithelium 
was dry, with many points of superficial hemorrhage. The posterior pare 
was covered by vesicles. 


The specimen illustrated was removed by operation. 
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ENDOTHELIOMA OF TONGUE. 


The right half of a tongue. 


A smoothly lobulated tumour, 3 cm. in diameter, has grown from the | 
posterior part of the lateral border. It is covered by mucous membrane. i 
Hunterian Museum, R.C.S., 1448.1 


Microscopic STRUcTURE.—The tumour is an endothelioma which has 
apparently arisen from the walls of the lymph spaces. It is not connected i 
with the surface epithelium. 


CirnicaL History.—The patient was a woman, aged 61, who had com- 
plained of discomfort and pain in the throat for six months. There was no 
difficulty in swallowing. There was enlargement of the lymph-glands beneath a 
the angle of the jaw on the same side. _ 


The affected half of the tongue, with the glands on the same side, was | 
removed by operation. The enlarged glands were not examined micro- 
scopically. 


The patient was free from recurrence eight years later. 
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PERITHELIOMA OF TONGUE. 


Part of a tongue divided by longitudinal section. 


On the pharyngeal aspect of the tongue there is a slightly raised, white 
growth. It is superficially ulcerated, and on its deep surface has grown down 


into the muscle of the tongue. 
Hunterian Museum, R.C.S., 1448.2 


Microscopic StrucTURE.—The tumour is composed of endothelial cells 
growing around the smaller blood-vessels. 


CuinicaL History.—The patient was a woman, aged 62, who complained 
of an uncomfortable feeling as if a foreign body had lodged in her throat for 
two months. There was no pain. 


The tongue and associated lymph-glands were removed by operation. 
Convalescence was uneventful, and the patient was free from recurrence 
seven months later. 
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PAPILLOMA OF TONGUE. 


The right half of a tongue. q 


A small papillary growth projects from the lateral border about 4°5 cm. 
behind the tip. The growth has not invaded the muscle. 
Hunterian Museum, R.C.S., 1489.1 


Microscopic STRUCTURE.—Papilloma, 


CuinicaAL History.—The patient was a man, aged 49, who had had a 
sore tongue for six weeks. He was a light smoker. There was no enlarge- 
ment of the lymph-glands of the neck. 


The affected half of the tongue was removed by operation together with 
the associated glands. On microscopic examination, the latter were found to 
be healthy. | 
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THYROGLOSSAL CYST OF TONGUE. 


The tongue of a child divided by sagittal section. 


In the mid-line of the base of the tongue is a small, oval cyst. It lies a 
short distance behind the circumvallate papillae near the upper border of the 
body of the hyoid bone. 


The cyst was originally filled with mucus. 
Hunterian Museum, R.C.S., 1206.1 


No clinical history. 
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XXXIV. MALIGNANT TUMOURS OF THE TONGUE AND MOUTH. 


Carcinoma of the tongue is a common disease, and very much more 
common in men than in women. It is usually preceded by chronic superficial 
glossitis. Any part of the tongue may be affected, but the edges of the 
buccal as distinct from the pharyngeal portion are favourite sites owing to | ta 
their liability to irritation. | 

Carcinoma commences as an ulcer, a warty growth, or a nodule in the — 
mucous membrane. Whatever the form of the initial lesion, its most charac- a 
teristic clinical peculiarity is induration. A carcinomatous ulcer has a hard, - 
raised, and often everted edge, a rough and irregular floor, and a firm base 
which forms a plaque or mass incorporated with the substance of the tongue. 
The actual appearance of the surface of the ulcer and its liability to heemor- 
rhage are largely conditioned by the intensity of the secondary infection by 
bacteria present in the mouth. 

In a section of the tongue carried through the growth, the latter appears 
as a white mass projecting down from the surface into the red of the muscle. 
Its edge may be sharply defined or may shade off through projecting lines 
and outlying nodules indicative of the general direction of infiltration. 

There is a certain degree of constancy in the directions along which 
carcinoma spreads within the substance of the tongue. Thus, a growth com- 
mencing at one edge extends down along the hyoglossus to the hyoid bone 
and across the middle line into the opposite side. A carcinoma starting 
beneath the tip spreads back along the geniohyoglossus in the base of the 
tongue. The portion of the tongue which is infiltrated by carcinoma loses 
its mobility, and ultimately the whole tongue becomes so fixed that it cannot 
be protruded from the mouth. Fixation of the tongue is also determined a 
by extension of the growth beneath. the mucous membrane of the floor of the “= 
mouth to the lower jaw. When the hyoglossus has been infiltrated down to 7 
the hyoid bone, the carcinoma may grow out in a continuous line round the 
posterior border of the mylohyoid into the submaxillary region of the neck. 

Carcinoma of the tongue usually invades the lymphatic glands of the 
neck at an early stage, the glands involved being those of the submaxillary 
and jugular groups. Owing to the anatomical arrangement of the lymphatics 
of the tongue, there is a strong tendency to invasion of the glands on both 
sides of the neck. The submental glands are enlarged if the carcinoma 
involves the tip of the tongue. 

The microscopic appearance is that of a squamous-cell carcinoma with 
cell-nests. From the growing edge on the surface branching and anastomosing 
columns of epithelial cells can be seen passing down among the muscle fibres. 
A round-celled infiltration of the connective tissue of the ane often sur- 
rounds the edges of the growth. 

Sarcoma of the tongue is rare. 


Carcinoma of the Lip (squamous-cell) is common, and is seen more often 1 
in the lower than in the upper lip and in men more often than in women. a 
It commences as a warty growth or indurated crack and progresses rapidly 
to form a characteristic carcinomatous ulcer from the base of which a V-shaped 
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mass of white growth extends down into the lip. The submental and sub- 
maxillary glands are enlarged. 

Carcinoma of the Gum, also of the squamous-cell variety, usually com- 
mences round an infected tooth, and appears on the surface as a warty 
growth or as an ulcer with raised, everted edges. It rapidly invades and 
destroys the jaw, and extends to the antrum if in the upper jaw, or outwards 
on to the skin surface in the case of the lower jaw. The associated lymph- 
atic glands become enlarged. 


CARCINOMA OF TONGUE. 


One half of a tongue which has been divided by sagittal section. 


The under surface of the free part of the tongue is occupied by an . 
ulcerated, white growth which has invaded the muscle of the tongue and the 


submaxillary gland. 
Hunterian Museum, R.C.S., 1796.2 


Microscopic STRUCTURE.—Squamous-cell carcinoma. 


CuinicaL History.—The patient was'a man, aged 65, who died of recur- 
rence after operation for remeval of the carcinoma of the tongue. 


The British Journal of Surgery Supplement 


| 
» 
134 


PAPILLOMA AND CARCINOMA OF TONGUE. ; 


A tongue drawn from the dorsal aspect. 


Most of the papillz have disappeared from the anterior two-thirds of the | 
tongue and there are several fissures. : 


On the right half, close to the mid-line, there is a small, raised, ulcerated : 
area, smooth on the surface and yellow in colour. 


On the left half, extending from near the mid-line to the lateral border a 
and on to the inferior surface, is a raised ulcer with a warty surface. It - 
reaches from the circumvallate papille behind to within a short distance of ; 
the tip in front. ; 

Museum of the College of Medicine, University of Durham, Newcastle-upon-Tyne, 313/19 


Microscopic STRUCTURE.—Papilloma and squamous-cell carcinoma. 


No clinical history. 
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CARCINOMA OF TONGUE. 


A horizontal section of a tongue below the dorsum. 


The mucous surface of the tongue shows atrophy of the papille and areas 
of leucoplakia. The cut surface shows two deposits of carcinoma, one on 
each border. 

Museum of University College Hospital, 15.A.G.18 


Microscopic STRUCTURE.—Squamous-cell carcinoma both sides. 
CiinicaL History.—The patient was a man, aged 66, who had had a 


sore on the left side of his tongue for two months, but had not noticed any 
lump on the right side. He had syphilis at 19 years of age. 


A bilateral gland operation was followed by removal of the tongue eleven 
days later. He died of recurrence in the floor of the mouth four months after 
operation. 
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CARCINOMA OF TONGUE. 


Museum OF UNIVERSITY COLLEGE HOspPITAL 15.A.G.18 
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CARCINOMA OF TONGUE. 


A tongue drawn from the dorsal aspect and in section. 


Over the anterior two-thirds of the dorsum the papille are atrophied and 
the mucous membrane is fissured. 


The middle of the anterior part of the tongue is occupied by an ulcer | 
with sinuous outlines. The posterior edge is smooth and rounded and shows 
a tendency to heal. The anterior edge is heaped up in a manner characteristic 
of a malignant ulcer. 


The section shows infiltration of the muscle of the tongue by growth. 
Museum of the College of Medicine, University of Durham, Newcastle-upon-Tyne, 313/7 


Microscopic STRUCTURE.—Squamous-cell carcinoma. 


CuiinicaL History.—It is stated that the carcinoma arose on a gum- 
matous ulcer. 
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CARCINOMA OF TONGUE. 


MuSEUM OF THE COLLEGE OF MEDICINE, UNIVERSITY OF DURHAM, NEWCASTLE-UPON-TyNE, 3138/7 
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CARCINOMA OF TONGUE. 


A tongue removed by operation at the level of the hyoid. 


Over most of the anterior half the papilla are atrophied. On the dorsum 
is a deep ulcer running longitudinally over the middle two-fourths. The. 
floor of the ulcer is covered with sloughs and its margins are ragged and under- 
mined. The neighbouring part of the tongue is pale and opaque owing to 
infiltration by growth, a nodule of which projects beneath the mucous mem- 
brane immediately behind the circumvallate papille to the medial side of the 
line of the ulcer. To the right of the main ulcer is a smaller one on the margin 
of the tongue. 

Museum of University College Hospital, 15.A.G.8 


Microscopic STRUCTURE.—Squamous-cell carcinoma. 


CiinicaL History.—The patient was a man, aged 65, who for ten years 
had suffered from recurrent ulceration of the tongue. Until two months 
before admission to hospital the ulcers had always healed. On admission 
his whole tongue was indurated, with a deep linear ulcer which bled readily. 
There were a few small enlarged glands on the right side of the neck. Wasser- 
mann reaction negative. He died four weeks after the operation. 


Avutopsy.—No local recurrence. Glands on the right side of the neck 
contained growth. . 
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CARCINOMA OF TONGUE. 


Museum OF University CoLLece Hospitat, 15.A.G.3 
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CARCINOMA OF TONGUE. 


One-half of a tongue divided by longitudinal section with the submaxillary 
lymphatic and salivary glands of the same side. 


There is a malignant ulcer on the under surface of the tip of the tongue 
with infiltration extending backwards towards the hyoid bone. There are 
white deposits of growth in the glands. 


Museum of University College Hospital, 15.A.G.10 
Microscopic STRUCTURE.—Squamous-cell carcinoma. 


CurnicaL History.—The patient was a man, aged 51, who had had a 
painless lump in his tongue for three months. There was interference with 
speech but not with swallowing. His tongue was fixed in the floor of the 
mouth by an ulcerating growth along the anterior part of its right border. 
The growth came to the surface of the tongue at several other points and 
there were enlarged hard glands on both sides of the neck. He died three 
days after the removal of the tongue and glands. 


Avutopsy.—-Congestion of lungs. 
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CARCINOMA OF TONGUE. 


Museum OF University COLLEGE HospiTAL, 15.A.G.10 
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CARCINOMA OF GUM. 


The right half of an edentulous mandible with a small portion of the cheek 
and the submaxillary salivary gland. 


A coarsely papillary, ulcerated tumour has grown from the -posterior 


part of the gum. 
Hunterian Museum, R.C.S., 1794.1 


Microscopic STRUCTURE.—Squamous-cell carcinoma. The submaxillary 
gland is free from growth. 


CuiinicaL History.—The patient was a man, aged 68, who had had a 
sloughing tumour within his mouth for three months. The growth involved 
the jaw and cheek. 


The specimen illustrated was removed by operation. The patient died 
within twenty-four hours. 
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PAPILLOMA AND CARCINOMA OF TONGUE. 


The left half of a tongue. 


There is an ulcerated growth on the anterior part of the tongue with a 


papilloma behind. 
Museum of King’s College Hospital, R.11 


Microscopic STRUCTURE.—Squamous-cell carcinoma with cell-nests and 
papilloma. 


CuinicaL History.—The patient was a man, aged 60. The specimen 
illustrated was removed by operation. The immediate result was satisfactory. 
No after-history. 
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CARCINOMA OF FLOOR OF MOUTH. 


Anterior one-third of a tongue with the mucous membrane of the floor 
of the mouth and the alveolar margin of the mandible. 


A shallow ulcer with raised edges occupies the middle line between the 
under surface of the tip of the tongue and the alveolar margin. 
Museum of King’s College Hospital, R.14 


Microscopic StTRUCTURE.—Kpithelioma. 

CiinicaL History.—The patient was a man, aged 51, who had had a 
sore beneath the tip of his tongue for two months. It commenced as a small 
hard lump which gradually increased in size and ulcerated. The specimen 


was removed by operation. 


AFTER-HISTORY.—The patient was alive and well four years after 
operation, 
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CARCINOMA OF FLOOR OF MOUTH. 


The left alveolar margin and part of the right side of a mandible with 
the left half of the floor of the mouth and the left half of the anterior two- 
thirds of the tongue. 


An extensive ulcer occupies the floor of the mouth and the border of the 
tongue. Its edges are white, raised, and hard. 
Museum of King’s College Hospital, R.13 


Microscopic StrucTURE.—Squamous-cell carcinoma with cell-nests. 

CiinicaL History.—The patient was a man who for two months had 
suffered pain in the left side of his tongue and had noticed an ulcer which he 
thought was due to a carious molar. The tongue was fixed. There were no 


enlarged glands. The specimen was removed by operation. 


AFTER-HISTORY.—Death two years after operation, cause unknown. 
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CARCINOMA OF LIP. 


- The lower lip and the left extremity of the upper lip with its surrounding 
skin. 


The whole length of the lower lip and the left angle of the mouth is 
occupied by an irregular ulcer with a nodular surface and raised everted edge. 


Museum of King’s College Hospital, R34A 


Microscopic StRuCTURE.—Epithelioma. 

CuinicaL History.—The patient was a man, aged 65, who for three and 
a half years had had an ulcer on his lower lip which gradually spread round 
the left corner of the mouth. He was a farmer and a heavy pipe smoker. On 
examination the growth was hard and infiltrated the tissues of the lower lip. 
There were enlarged hard glands in both submaxillary triangles. The 
specimen was removed by operation with the affected glands, and the patient 
made an uneventful recovery. 


AFTER-HISTORY.—-Death from recurrence five months after operation. 
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CARCINOMA OF LIP. 


Museum oF Kino’s CoLLeGe Hospitat, R.34.A 
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XXXV. DIVERTICULUM OF THE PHARYNX. 


A DIVERTICULUM is a pouch which arises from the middle of the 

posterior wall of the pharynx close to its junction with the oesophagus. 
It consists of mucous membrane and submucosa over which is spread a partial 
covering of muscle fibres derived from the inferior constrictor. It projects 
backwards between the horizontal lower fibres and the oblique fibres of which 
the main part of the muscle is composed. 

It is possible that a congenital weakness of the pharyngeal wall at this 
point may be a factor in the causation of the diverticulum, and it has been 
suggested that the pressure of food backwards from the rigid posterior surface 
of the cricoid cartilage is a determining factor in its development. 

Diverticulum of the pharynx is more common in men than in women. 
The symptoms of dysphagia, which appear for the first time in middle life, 
are due to the fact that the mouth of the diverticulum is wider and more 
directly in line with the axis of the pharynx than is the upper aperture of the 
cesophagus. Food therefore passes into and distends the diverticulum, which, 
when full, occupies the space between the vertebral column and the cesophagus 
and compresses the latter against the relatively rigid trachea. As the pouch 
enlarges it is usually displaced to the left of the middle line so as to form a 
swelling in the neck from which unaltered food can be squeezed back into 
the mouth. 

Diverticulum of the pharynx is occasionally associated with stenosis of 
the upper end of the oesophagus. 
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DIVERTICULUM OF PHARYNX. 


The viscera of the neck in sagittal 
section. 


The diverticulum projects from the 
posterior wall of the pharynx opposite the 
cricoid cartilage. Its wall is composed for 
the most part of fibrous tissue lined by 
mucous membrane, but the muscular tissue 
of the pharyngeal wall can be traced for 
about ? in. from its mouth. From the side 
the diverticulum is seen to be in contact 
with the posterior border of the thyroid 
gland. From above, the mouth of the 
diverticulum appears as a direct continua- 
tion of the cavity of the pharynx and 
entirely obscures the upper end of the 
cesophagus. The reason for the passage 
of food into the pouch rather than into the 
cesophagus is clear when the specimen is 
examined from this aspect. The upper end 
of the cesophagus is compressed by the 
diverticulum, but is not narrowed by any From ABovE. 
structural alteration of its walls. 


Hunterian Museum, R.C.S., 6031.1 


CuinicaL History.—The patient was a man, aged 75, who had had 
difficulty in swallowing, with vomiting of unaltered food, for six months before 
admission to hospital. He was able to swallow both solids and fluids if they 
were taken slowly. He ‘“‘ brought up wind when he shaved the left side of 
his neck”’. 

X-rays showed the pouch projecting from the posterior wall of the 
pharynx and extending down to the level of the top of the sternum. 

Direct examination showed the opening of the pouch and irregular 
ulceration of the posterior part of the left vocal cord. 

Wassermann reaction negative. 

Death from bronchitis nineteen days after admission. 


Autoprsy.—Papillomata at posterior ends of the vocal cords and 
arytenoids. 
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DIVERTICULUM OF PHARYNX. 


From OvrtTSIDE. 


HuNTERIAN Museum, R.C.S. 6031.1 
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SECTION. 


HuNTERIAN Museum, R.C.S., 6031.1 
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DIVERTICULUM OF PHARYNX. 


Parts of a pharynx and cesophagus with the larynx and the upper portion 
of the trachea. 


A pear-shaped diverticulum 4 in. long and 2 in. wide projects from the 
posterior surface of the lower end of the pharynx. It communicates with 
the pharynx by an orifice 1 in. in diameter situated immediately above the 
transverse fibres of the inferior constrictor muscle. 


Hunterian Museum, R.C.S., 6032.1 


Microscopic StRucTURE.—The wall of the diverticulum is composed of 
mucous membrane, vascular connective tissue, and scattered bundles of 
muscle. 


CiinicaL Hisrory.—The patient was a man, aged 49, who had suffered 
from progressive dysphagia and vomiting for ten years. Attempts to pass a 
bougie failed, the instrument being arrested 7 in. from the teeth. He became 
very emaciated, and eventually died three days after a gastrostomy. 
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HuNTERIAN Museum, R.C.S., 6032.1 
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XXXVI. MALIGNANT TUMOURS OF THE PHARYNX. 


hs gerrenaggende tumours of the pharynx may be classified according to 
their origin in the nasopharyx, oral pharynx, or hypopharynx (laryn- 
geal pharynx). 

In the nasopharynz carcinoma is a rare disease. Its usual site is the 
lateral wall, where it is apt to invade the Eustachian tube, soft palate, and 
the branches of the second division of the maxillary nerve in the spheno- 
maxillary fossa. Extra-pharyngeal tumours arising from the base of the 
skull may involve the pharynx secondarily, The special tumour of this type 
is a fibroma which grows from the periosteum of the basi-occipital and dis- 
tends the nose and upper part of the face. It is a disease of young adult 
males. Very rarely a teratoma arising from the anterior growing point of 
the embryo occurs as a congenital growth in this situation. 

Tumours of the oral pharynz arise chiefly in the tonsil or its immediate 
neighbourhood. Apart from carcinoma, the chief types are endothelioma and 
lymphosarcoma. 

Tumours of the hypopharynz include three main groups :— 

1. Those which arise around the upper aperture of the larynx—epi- 
laryngeal—and interfere with the upper aperture at an early stage of their 
development. 

2. Tumours of the sinus pyriformis, which often reach an advanced stage 
before causing symptoms. The main direction of extrapharyngeal extension 
of a carcinoma of the sinus pyriformis is outwards through the ala of the 
thyroid cartilage and to the glands of the deep jugular chain. Carcinoma in 
these two sites is almost confined to men, — 

3. Post-cricoid carcinoma, which is a disease of women, and arises at 
an age earlier than that usually associated with carcinoma. It commences 
on the pharyngeal mucous membrane covering the back of the cricoid carti- 
lage, and spreads in a tubular form around the lowest part of the pharynx, 
producing a gradually increasing stenosis. 

In addition to these relatively common types are the carcinoma of the 
lateral pharyngeal wall, which is a disease of males, and the carcinoma arising 
in the posterior laryngeal wall, which is more common in men but also occurs 
in women. 

All forms of carcinoma of the hypopharynx are of squamous epithelioma 


type. 
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CARCINOMA OF HYPOPHARYNX. 


The viscera of a neck in longitudinal section. 


The wall of the pharynx and upper part of the cesophagus is infiltrated 
by a white growth for a length of 6 cm. The growth is cylindrical in shape 
and has almost obliterated the lumen of the pharynx. In front it extends 
on to the back of the arytenoids and causes fixation of the vocal cords by 
limiting the movement of the crico-arytenoid joint. At a lower level it infil- 
trates the cricoid cartilage, and a nodule projects forwards beneath the 
mucous membrane of the trachea. 

Museum of University College Hospital, 13.AH.3 


CiinicaAL History.—The patient was a woman, aged 57, who was 
admitted to hospital in a state of starvation. For six years she had had 
hoarseness and occasional loss of voice. For eight months she had been 
losing weight. For five months she had had difficulty in swallowing. The 
primary growth could not be felt through the neck, but there was a hard 
palpable gland. She died a few days after gastrostomy had been performed. 

The gland in the neck contained growth. 
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CARCINOMA OF HYPOPHARYNX. 


From OUTSIDE. - 


Museum oF University COLLEGE 13.AH.3 
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CARCINOMA OF HYPOPHARYNX. 


SECTION. 
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CARCINOMA OF SINUS PYRIFORMIS. 


A pharynx, larynx, and base of tongue. The pharynx has been opened 
from behind. 


The right pyriform sinus is occupied by an ulcerating growth with raised, 
irregular margins. The growth has invaded the right ary-epiglottic fold and 
has extended across the epiglottis to the opposite side. 

On the right side of the specimen is an enlarged lymph gland containing 


growth. 
Hunterian Museum, R.C.S., 1799.1 


Microscopic StTRUCTURE.—Squamous-cell epithelioma. 


CirnicaL History.—The patient was a man, aged 64, who complained 
of a sore throat for a year. For three months he had had a continuous 
burning pain in his throat, and for one month his voice had been husky. He 
was spitting blood and mucus. 

On examination there were hard, enlarged glands on both sides of the 
neck, and, in the position of the epiglottis, an irregular mass which bled when 
touched. Tracheotomy was performed two weeks before death. 


Avutopsy.—There was a secondary growth in the lower part of the left 


lung continuous with a mass in the bronchial glands. There was an abscess 
in the base of the right lung. 
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CARCINOMA OF ARY-EPIGLOTTIC FOLD. 


A pharynx with the tongue and larynx. The pharynx has been opened 
from behind. 


An ulcerated carcinoma has grown from the back of the right ary- 
epiglottic fold. It fills the right pyriform sinus and extends round the pos- 
terior wall of the pharynx to the left side. On the right side the growth has 
extended out into the glands of the neck, displacing the common carotid artery 
outwards and backwards. The mucous membrane lining the left pyriform 


sinus is intact. 
Museum of University College Hospital, 12,.AH.4 


Microscopic STRUCTURE.—-Squamous epithelioma. 
CiinicaL History.—The patient was a man, aged 59, who was admitted 
to hospital with urgent dyspnoea, for which tracheotomy was performed under 


local anesthesia. He died nine days later. 


Avutopsy.—(Edema of lungs. 
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SARCOMA OF PHARYNX. 


A pharynx with the larynx and base of the tongue, opened from behind. 


Four tumours have grown beneath the mucous membrane. The largest 
is oval in outline and involves the left ary-epiglottic fold. A second lies in 
front of the epiglottis and is continued forwards over the base of the tongue 
to the left tonsil. The right tonsil is greatly enlarged, and in contact with 

. it is a fourth tumour projecting backwards from the base of the tongue. It 
is probable that the enlarged right tonsil represents the primary tumour to 
which the others are secondary. 

Hunterian Museum, R.C.S., 1574.1 


Microscopic StRUCTURE.—Lymphosarcoma. 


CiinicaAL History.—The patient was a man, aged 71, in whom the 
tumours began to grow eighteen months before admission to hospital. Eventu- 
ally respiration became so difficult as to necessitate tracheotomy. There were 
many enlarged, soft glands in the neck. 


Avutopsy.—The mucous membrane of the stomach was thickened by 


infiltration with small round cells similar to those which composed the 
tumours of the pharynx. The mesenteric glands were slightly enlarged. 
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HUNTERIAN Museum, R.C.S., 1574.1 
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XXXVIL DIVERTICULUM OF THE (ESOPHAGUS. 


(Traction Diverticulum.) 


A SMALL diverticulum from the middle or lower part of the cesophagus 

may be produced by the shrinking of some inflammatory focus, such 
as a tuberculous gland, which is adherent to its outer surface. The gland 
becomes apposed to the cesophagus when it is in a state of inflammatory 
swelling. When the tuberculous process subsides as the result of fibrosis the © 
gland shrinks and approximates the two structures to which its poles are 
adherent. One pole of the gland is usually attached to the bifurcation of 
the trachea, and hence the diverticulum is drawn up from the cesophagus so 
that its axis is either horizontal or slopes downwards towards the mouth. 
For this reason it rarely happens that food collects within it to cause pressure 
or inflammation, and the existence of the diverticulum is seldom suspected 
during life. Occasionally the mouth of the diverticulum is directed upwards, 
and the symptoms then resemble those of he more common diverticulum of 
the pharynx. 


DIVERTICULUM OF (ESOPHAGUS. 


An oesophagus with the larynx, trachea, and part of the right lung. 


Immediately below the bifurcation of the trachea is a diverticulum 
arising from the right anterior aspect of the oesophagus. It is hemispherical 
in shape, with a diameter of 1} in., and its apex is attached to a tuberculous 
gland below the bifurcation of the trachea. The rest of the oesophagus is 
normal. 

At the apex of the right lung is an irregular cavity surrounded by dense 
fibrous tissue. In the lower part of the lung are scattered miliary tubercles. 


TIunterian Museum, R.C.S., 6077.2 


Microscopic StructuRE.—The wall of the diverticulum contains repre- 
sentatives of all the layers of the oesophageal wall. The lung is tuberculous. | 


CiinicaL History.—The patient was a man, aged 52, who suffered from 
chronic pulmonary tuberculosis. For nine months before his death he had 
complained of indigestion with a feeling of fullness after taking solid food. 
Towards the end he felt that there was a lump behind the sternum where | 
food was arrested. He often vomited a quarter of an hour after meals and 
this gave him relief. The eating of solids was difficult and was immediately 
followed by regurgitation. 

The pouch was seen by X rays. 

Death from exhaustion. 
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(SOPHAGUS. 


DIVERTICULUM OF 


HUNTERIAN Museum, R.C.S., 6077.2 
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DIVERTICULUM OF (SOPHAGUS. 


+. "SEWELL 


Part of an oesophagus with the bifurcation of the trachea. 


Immediately below the bifurcation is a small traction diverticulum of 
the oesophagus the size of a pea. A short distance lower down is a second 
pouch % in. in diameter. The pouches protrude through the separated muscular 
fibres of the oesophagus, and each is adherent to a pigmented lymph gland. 


HIunterian Museum, R.C.S., 6076.1 


CLinicAL History.—From a man of 72. 
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XXXVIII. CONGENITAL MALFORMATIONS OF THE 
CESOPHAGUS. 


HE trachea and cesophagus are developed from the foregut and are 

differentiated from one another by the fusion of the two lateral] halves 

of the cesophago-tracheal septum. These fuse last at the caudal end, and at 

this point an cesophago-tracheal fistula may be left. The upper part of the 
cesophagus usually ends blindly opposite the fistula. 

The congenital abnormalities compatible with life are stricture and a 
thoracic position of the cardia. In the latter condition, a cone of stomach 
passes up through the diaphragm to join the cesophagus about the level of 
the 8th dorsal vertebra. There may be a stricture at the junction. 
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CONGENITAL ATRESIA OF 
CESOPHAGUS. 


(TRACHEO-G2SOPHAGEAL FISTULA.) 


The tongue, larynx, cesophagus, 
trachea, and stomach of an infant. 


The upper part of the ceso- 
phagus is dilated and ends’ blindly 
opposite the lower part of the 
trachea. The lower part of the 
cesophagus opens into the trachea a 
short distance above the bifurcation. 
On the anterior aspect of the stomach 
is a gastrostomy opening. Gastro- 
stomy was performed five days after 
birth on account of inability of the 
child to take food. Death one week 
later. 


Museum of University College Hospital, 
1R2 
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CONGENITAL STRICTURE 
OF (ESOPHAGUS. 


A larynx and trachea with 
the lower part of the pharynx 
and corresponding portion of the 
oesophagus. 


One inch below the lower 
border of the cricoid cartilage 
the lumen of the cesophagus is 
reduced in size so as to admit 
only a No. 6 catheter. Both 
the mucous membrane and the 
muscular tissue of the oesophagus 
at the site of stricture, as well 
as above and below it, are 
healthy. The inferior constrictor 
of the pharynx is hypertrophied. 
The upper cornua of the thyroid 
cartilage are relatively near to 
one another. From the absence 
of scarring it is probable that 
the stricture is of congenital 
origin. 

Museum of University College 
Hospital, 1R3 


CuinicaAL_ History. — The 
patient was a man of between 
70 and 80 years of age who had 
had symptoms of a stricture of 
the oesophagus for many years. 
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XXXIX. CARDIO-SPASM. 
(Achalasia ; Cisophagectasia.) 


[% this condition there is imperfect co-ordination of the neuromuscular 

mechanism of the cesophagus in the sense that the cardiac sphincter is 
either excited to spasm or fails to relax during the act of swallowing. 
The clinical manifestation of this is dysphagia, and the anatomical result is 
progressive dilatation and hypertrophy of the lower three-fourths of the 
oesophagus. 

The disease begins between the ages of 20 and 49 and is twice as common 
in women as in men. The subjects are frequently of a nervous type, and 
have occasionally been found to have a chronic ulcer of the stomach or 
duodenum. 

The dilated portion of the cesophagus has its muscular coat increased in 
thickness and its mucous membrane congested and frequently ulcerated. 
The muscular hypertrophy stops a short distance above the cardia, which is 
normal in appearance and affords no organic cause of obstruction. When 
examined at operation, a finger passed up through the stomach is tightly 
gripped by the cardiac sphincter. 

The dilatation of the oesophagus is progressive, and according to the 
stage at which it is examined the viscus may be fusiform or pear-shaped, or 
show an increased length, which is accommodated by a sigmoid curve above 
the diaphragm. The lowest inch or more of the oesophagus from the upper 
limit of the cardiac sphincter to the junction with the stomach remains of 
normal calibre. 
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CARDIO-SPASM. 


The lower part of an cesophagus opened out with a portion of the cardiac 
end of the stomach, parts of the right lung, trachéa, and aorta. The cesoph- 
agus has been cut across about 14 in. above the bifurcation of the trachea. 


The cesophagus is greatly dilated and measures 54 in. in circumference. 
At about 2 in. from the lower end it suddenly contracts, and at the cardia 
has a circumference of 1 in. only. Except at the lowest part the wall is 
thickened by hypertrophy of its muscular coat and by chronic inflammation 
of its mucous membrane. Four inches above the lower end there is localized 
bulging, 3 in. in diameter, of the anterior wall. For the most part the surface 
of the mucous membrane is covered with small, shallow, acute ulcers. There 
is no scarring round the cardia. The glands along the cesophagus are not 
enlarged. The glands in the hilum of the lung are enlarged and caseous, but 
are not adherent to the cesophagus. The lower lobe of the lung is consolidated 
and contains numerous miliary tubercles. The upper lobe has collapsed. 
Hunterian Museum, R.C.S., 6075.1 


CiinicaL History.—The patient was a man, aged 32, who complained 
of wasting and indigestion which had commenced at the age of 14 and was 
associated with vomiting immediately or shortly after food. Ten months 
before he was admitted to hospital he had a severe hematemesis lasting for 
four days. He became emaciated and died of broncho-pneumonia. 
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XL. SIMPLE TUMOURS OF THE (CSOPHAGUS. 


GIMPLE tumours of the cesophagus cause no symptoms unless and until 

they become polypoid. They are most often found towards the upper 
part of the cesophagus in old men. Fibromyoma, fibroma, and lipoma are 
the usual varieties. All are rare. 


[Csophageal Varix.—This condition is illustrated in the ATLAS OF 
PaTHOLOGIcAL ANATOMY, Part 8, April, 1927, p. 177.] 
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BRANCHIAL CYST. 


The viscera of a neck with the pharynx and cesophagus opened from behind. 


An oval cyst 1} in. in its long diameter is embedded in the left wall of 
the oesophagus and projects forwards by the side of the trachea below the 
thyroid gland. The recurrent laryngeal nerve was superficial to the cyst. 


Hunterian Museum, R.C.S., 1211.1 


Microscopic STRUCTURE.—The wall of the cyst is composed of a mucous 
membrane lined by columnar epithelium. Outside this is a double layer of 
unstriated muscle and then a layer of striated muscle on the surface. 

The cyst is probably developed from the 4th branchial cleft depression. 
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FIBROMYOMA OF (ESOPHAGUS. 


The viscera of a neck. The pharynx and cesophagus have been opened 
from behind. 


An oval tumour has grown by a narrow pedicle from the posterior wall 
of the upper part of the oesophagus. The latter is distended, and on its anterior 
surface is a pressure ulcer through which three tracheal cartilages project. 
On the front of the specimen the trachea has been opened to show the projec- 
tion caused by the tumour on its posterior wall. 

Museum of University College Hospital, 6R1 

Microscopic StRUCTURE.—Fibromyoma. 


No clinical history. 
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XLI. CARCINOMA OF THE (CSOPHAGUS. 
(Malignant Stricture.) 


(Ane rOne. of the cesophagus is more common in men than in women 
and is almost always of the squamous-cell variety with cell nests. 

Occasionally it is of the basal-celled type. A few cases of columnar-celled 

carcinoma have been recorded arising from ‘islets’ of gastric mucosa. 

It affects chiefly the narrow portions of the tube and is therefore most 
often seen at the upper and lower ends and at the point where the cesophagus 
crosses the left bronchus. . 

The growth tends to spread round the circumference until it has involved 
a complete section of the cesophagus. In the longitudinal direction the infil- 
trated zone may be narrow. but is more often of considerable extent. On the 
mucous surface the carcinoma forms an ulcer with raised everted edges and 
an irregular floor, Sometimes a bulky fungating tumour is produced. In 
all cases there is progressive stenosis at the site of growth. Above, the 
muscular coat is hypertrophied, but there is little dilatation, since there are 
no contents to collect as in the intestine above a stricture. 

Direct extension of the ulcerating growth may involve the trachea, the 
vessels and nerves of the mediastinum, or the pleura, and perforation into 
neighbouring cellular tissue may cause mediastinal abscess. Secondary 
deposits are common in lymphatic glands, but are rare in distant parts. At 
the upper and lower ends of the cesophagus carcinoma tends to invade the 
pharynx and stomach respectively, and, conversely, carcinoma of the cardiac 
end of the stomach may extend into the cesophagus. At the upper end of 
the oesophagus the invasion of surrounding structures may give rise to physical 
signs at an earlier date than the constriction of the cesophagus. Thus the 
appearance of a hard indefinite Jump in the thyroid, combined with hoarse- 
ness, may precede difficulty in swallowing. , 

As in the case of the colon, secondary deposits on the mucous membrane 
may be associated with a primary growth at a higher level. 

Sarcoma of the cesophagus is rare. 
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CARCINOMA OF 
_CGESOPHAGUS, 


A pharynx and cesophagus 
with the tongue, larynx, and 
trachea. 


The upper end of the cesoph- 
agus and the adjacent part of 
the pharynx is the seat of a 
slightly raised and ulcerating new 
growth. On the right the growth 
has extended more deeply and i 
has perforated the trachea imme- 
diately below the larynx. The 
tracheal lymph-glands are deeply 
pigmented, and on the right side 
are considerably enlarged by 
secondary deposits of growth. 


Hlunterian Museum, R.C.S., 1997.1 


Microscopic STRUCTURE.— 
Squamous-cell carcinoma. 


No clinical history. 
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CARCINOMA OF (CSOPHAGUS. 


Four sections of an cesophagus, trachea, thyroid, and surrounding tissues. 


In the uppermost section the upper border of a carcinoma of the cesoph- 
agus is seen. The growth is infiltrating the trachea and the tissues between 
the trachea and the carotid artery on one side. 

In the next section there is communication between the oesophagus and 
trachea and a further spread into the surrounding tissues. 

In the third section the growth encircles the trachea. 

In the lowest section no growth can be seen in the cesophagus, but one 
lobe of the thyroid is infiltrated, together with a lymph-gland of the deep 
~ jugular chain on the same side. 


Museum of University College Hospital, 7R5 


Microscopic STRUCTURE.—Squamous-celled carcinoma. 


CuinicaL History.—The patient was a male clerk, aged 56, who suddenly 
lost his voice while talking to friends eight months before admission to hospital, 
and had never recovered it since. For six weeks he had brought up mucus 
from his throat, but had no difficulty in swallowing until shortly before 
admission. For two months he had had a cough and for one month had been 
short of breath. 

On admission he was emaciated, with a weak and husky voice and 
frequent short cough. He could swallow fluids only. 

The cricoid cartilage and trachea were displaced to the right by a hard 
mass which moved on swallowing. In the lower part of the left posterior 
triangle was a hard lymph-gland. The right vocal cord was normal, the left 
was immobile. X-ray showed obstruction at the upper end of the cesophagus. 

He died three hours after a gastrostomy. 


Avutopsy.—Purulent bronchitis and myocardial atrophy. 
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CARCINOMA OF (C£SOPHAGUS. 


Museum OF University CoLLece Hospitat, 7R5 
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CARCINOMA OF (ESOPHAGUS. 


(PERFORATING TRACHEA.) 


The upper third of an cesophagus with the larynx and trachea. The 
cesophagus has been opened from behind. 


For about 3 in. below the cricoid cartilage the wall of the oesophagus is 
infiltrated with new growth in the whole of its circumference. The lumen 
is dilated. The anterior wall of the oesophagus at the site of the growth is 
extensively destroyed, the base of the ulcer being formed by infiltrated peri- 
cesophageal tissues. At the upper part of the ulcer there is a large perforation 
into the trachea. The cellular tissue of the mediastinum and right side of the 
neck is infiltrated by growth and there are nodules in the upper part of the 
pleura on both sides. 


Hunterian Museum, R.C.S., 6107.1 


Microscopic STRUCTURE.—Squamous-celled carcinoma. 


CiinicaL History.—The patient was a man, aged 68, who first com- 
plained of hoarseness twelve months before he came to hospital for examina- 
tion, and the hoarseness was followed by increasing difficulty in swallowing. 
Latterly there had been occasional pain in the right side of his chest. On 
examination he could swallow soft solids. There were hard glands on both 
sides of the neck. The right vocal cord was fixed in adduction and a ragged 
ulcer was seen in the upper third of the cesophagus by direct inspection. 

Treatment by X rays once a week for nine months produced considerable 
improvement in swallowing and a decrease in the size of the glands. 

He died nine months later from broncho-pneumonia following perforation 
of the trachea. 
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CARCINOMA OF CSOPHAGUS. 


(PERFORATING TRACHEA.) 


An cesophagus with the larynx and trachea. The cesophagus has been 
opened from behind. 


The whole circumference of the cesophagus is infiltrated with carcinoma 
for 34 in. above the bifurcation of the trachea. At the upper end of the 
growth is a perforation into the trachea measuring 1 in. in vertical length. 
Below this is a smooth ulcerated surface where the growth has largely been 
destroyed by radium. The glands on either side of the cesophagus and the 
peri-cesphageal cellular tissue are infiltrated by growth. 


Hunterian Museum, R.C.S., 6107.2 


Microscopic STRUCTURE.—Squamous-celled carcinoma. 


CirnicaL History.—The patient was a man, aged 63, who had com- 
plained of dysphagia for one month. (Esophagoscopy showed narrowing of 
the gullet below the level of the 8th dorsal vertebra. Some tissue removed 
10 in. from the teeth contained carcinoma. Gastrostomy was performed on 
account of increasing dysphagia. Four months later a friable bleeding mass 
was seen in the position of the growth. After treatment by radium the patient 
was able to swallow light solids for a time. 

He died from perforation of the trachea. 
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CARCINOMA OF C&SOPHAGUS. 


Part of an oesophagus with the lower end of the trachea and the arch of 
the aorta. 


The oval ulcerated growth of the oesophagus has perforated the aorta. 
The aperture in the aorta is a slit } in. long between the mouths of two of the 
intercostal arteries. Its edges are undermined and are turned towards the 


Jumen of the aorta. 
Hunterian Museum, R.C.S., 1998.1. 


Microscopic STRUCTURE.—Squamous-celled carcinoma. 


CirixicaL History.—The patient was a man who had been attending the 
out-patient department for some months for carcinoma of the cesophagus. 
He was admitted to hospital four hours after a hematemesis. Three-quarters 
of an hour after reaching the ward he had a fatal hemorrhage from the mouth 
and _ nose. 
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CARCINOMA OF (CSOPHAGUS. 


HuNTERIAN Museum, R.C.S., 1998.1 
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CARCINOMA OF (ESOPHAGUS. 


(PERFORATING AORTA.) 


Part of an cesophagus with the bifurcation of the trachea, the aortic 
arch, and part of the descending aorta. The oesophagus has been opened 
from behind, 


The incision of the cesophagus passes through an ulcer which involves 
the posterior and left latera) walls. The ulcer is situated 14 in. below the 
bifurcation of the trachea and is 12 in. in length. In some parts the edge is 
thickened and slightly overhangs the base. In others the edge shelves on 
to the surrounding mucous membrane. The base is smooth and closely 
adherent to the descending aorta. Towards the upper part is a circular 
depression } in. wide with a circular perforation in the middle through which 
the lumen of the cesophagus communicates with that of the aorta. 


Hunterian Museum, R.C.S., 6084.5 


Microscopic StructuRE.—-The base of the ulcer consists of dense fibrous 
tissue infiltrated with leucocytes, and containing fat in its deeper parts. The 
surface of the ulcer is necrotic, and beneath are narrow tracts of epithelial cells, 
polyhedral in shape, extending into its deeper layers. 


CiinicaL History.—The patient was a woman who while under treatment 
for extensive bullous eruption suddenly became pale, and on the following 
morning sat up, vomited half a pint of blood, and fell back dead. 


Autopsy.—The stomach and intestines contained a large quantity of 
blood. 
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CARCINOMA OF (ESOPHAGUS. 


(PERFORATING BRONCHUS.) 


An cesophagus with the tongue, larynx, and trachea. The cesophagus has 
been opened from behind. 


Opposite the bifurcation of the trachea the wall of the cesophagus is 
replaced by a white growth } in. thick involving the whole circumference for 
a distance of 3 in. | 

The oesophagus is slightly dilated in the situation of the growth, which is 
irregularly ulcerated and has perforated into the left bronchus. The mucous 
membrane of the bronchus is congested. The glands at the bifurcation of _ 
the trachea are enlarged and there is an infiltrated gland at the upper 
margin of the growth. 

Hunterian Museum, R.C.S., 6106.1 


Microscopic STRUCTURE.—Squamous-celled carcinoma. 


CuinicaL History.—The patient was a man, aged 71, who had com- 
plained of difficulty in swallowing for five weeks and was able to take only 
liquids when admitted to hospital. X-ray showed an obstruction to the 
cesophagus from the level of the 8rd to that of the 7th dorsal vertebree. 

On cesophagoscopy the growth was seen 11} in. from the teeth. 

After treatment by diathermy he was able to take minced food. 

He died of perforation into the bronchus four months later. 
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CARCINOMA OF (ESOPHAGUS. 


(PERFORATING BRONCHUS.) 


Back View. 


HuNTERIAN Museum, R.C.S., 6106.1 
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